A 62-year-old woman presents with chronic vulvar pruritus. She treated herself for yeast vaginitis without improvement. She has had progressive dyspareunia and intermittent difficulty with defecation, as well as insomnia, which she attributes to ongoing itch. On examination, white vulvar plaques are noticed with fissuring. Results of urine studies are normal, and a recent wet mount of a vaginal swab was negative for the KOH "whiff" test, clue cells, yeast and Trichomonas. Her last Papanicolaou smear a year ago was normal.
What diagnoses should be considered?
Lichen sclerosus of the vulva is a chronic dermatologic condition characterized by pruritus, inflammation and tissue scarring, most often affecting postmenopausal women. [1] [2] [3] The chief symptom is vulvar itching, which sometimes worsens at night. 2, 3 Additionally, women may report cracking or bleeding of the vulvar skin and perianal area. Rarely is lichen sclerosus asymptomatic and found on routine examination.
Physical examination is important for differentiating lichen sclerosus from other causes of vulvar pruritus, such as lichen planus, lichen simplex chronicus, atrophic vaginitis, irritant contact dermatitis, eczema, psoriasis, vulvovaginal candidiasis and skin cancers (e.g., vulvar intraepithelial neoplasia and extramammary Paget disease). 1 Although findings on examination may vary, the characteristic appearance of lichen sclerosus is ivory white plaques and atrophic skin along the labia with progression to scarring, narrowing of the introitus and ecchymosis or hemorrhage from scratching ( Figure 1 ). Affected areas can look silvery, shiny or crinkly in texture. 4 The distribution of skin changes may involve the perianal skin, and scarring can cause fusion of the labia minora to the labia majora and flattening of the clitoral hood, which may result in immobility. 
Should a biopsy be performed?
The diagnosis of lichen sclerosus is primarily made by clinical assessment; however, vulvar biopsy is often recommended for histologic confirmation. 1, 2, 5 Biopsy is also helpful to exclude precancerous and cancerous lesions, because patients with lichen sclerosus are at increased risk of vulvar cancer. 1, 5 Biopsy with a full-thickness punch technique at the margin of the lesion is considered optimal.
What is the first-line treatment?
Treatment for lichen sclerosus should begin with a topical steroid such as potent mometasone furoate, 0.05%, or ultrapotent clobetasol propionate, 0.05%. Calcineurin inhibitors, such as 1% pimecrolimus cream, are considered second-line treatment. 4 Although dosing recommendations may vary, the dosage most often reported is daily application of clobetasol ointment to the affected area for one month, followed by four weeks of applications every other day, and thereafter twice weekly applications to minimize flare-ups. 1, 2, [4] [5] [6] Patients should be instructed to use a minimal amount of steroid with each application.
There is no evidence to support the use of topical treatment of genital lichen sclerosus with androgens, progesterone or antibiotics. 
Are nonpharmacologic treatments effective?
Patients should be educated about symptomatic relief of dyspareunia with vaginal lubricants and about behavioural modifications to reduce scratching. Lichen sclerosus is not routinely treated with surgery unless there is cancer, severe dyspareunia or clitoral phimosis.
1,2,5 Anecdotal reports have indicated that photo dynamic therapy may be effective. 4 What should this patient be told about the prognosis? Patients with lichen sclerosus should be told that this disorder is a chronic condition that can be managed with therapy. Scarring is irreversible, and thus one goal of treatment should be to prevent further progression of disease and further scarring. Because of the 2%-5% increased risk of developing squamous cell carcinoma, patients should be monitored every 6-12 months. 1, 2, 5 There may be an additional association with autoimmune disorders such as alopecia areata, vitiligo, thyroid disease and pernicious anemia. Affected patients should be screened for these additional disorders. The case revisited With a presentation of chronic vulvar itching in a postmenopausal woman, a diagnosis of lichen sclerosus should be considered. A biopsy was performed, and a course of high-potency topical steroids prescribed. The patient was monitored closely for the resolution of symptoms or progression in the appearance of lesions.
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